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mark thomas

Continuous deep sedation
Dutch research reflects problems with the liverpool care pathway
The Liverpool care pathway (LCP) is the UK's main clinical pathway of continuous deep sedation and is promoted for roll out across the NHS.
1 Rietjens et al's study highlights some serious weaknesses in its design. 2 The eligibility criteria do not ensure that only people who are about to die are allowed on to the pathway. They allow people who are thought to be dying, are bed bound, and are unable to take tablets on to the pathway. In chronic diseases such as dementia, dying can take years, but such patients may be eligible. Reitjens et al's paper shows that GPs often put patients on to such a pathway without palliative care advice. A pathway for general use should minimise opportunities for early or inappropriate use.
Murray et al are concerned that sedation is being used as an inexpensive alternative to assessment and specialist treatment.
3 The LCP recommends sedatives and opiates for all patients on an "as required" basis, even when they are not agitated, in pain, or distressed. An automatic pathway towards prescribing heavy sedatives incurs risks.
Moreover, the LCP recommends setting up a syringe driver within four hours of a doctor's order. This is laudable, if it is needed. But the pathway encourages the use of syringe drivers even when symptoms can be managed without them.
The pathway doesn't mention the need for food and fluids. Reitjens et al show that withholding artificial nutrition and hydration is the norm. The LCP's omission of prompts to reconsider nutrition and hydration may allow serious errors in the care of dying patients. Ham has reached the conclusion that the market approach to health care is not appropriate for disease prevention and chronic disease, and he argues for integration in health care. 1 Most people working in the NHS have thought that the so called market is inappropriate for health care since it was introduced in the 1990s.
2
Competition between health providers is espoused by politicians, journalists, and health economists as the best way to motivate people to work harder and improve efficiency. In fact, the market sets different parts of the NHS against each other and leads to a fragmented approach, rather than ensuring that all work together for the welfare of patients. It sets primary care against secondary care and both types of care against social services. Is this good care?
Ham points to weaknesses in commissioning. It is ridiculous to exclude secondary care specialists from this process. As Ham points out, negotiating contracts in the market is hugely costly. Millions of pounds could be re-directed to patient care, disease prevention, and hospital building by abandoning the market approach and by ridding the NHS of the armies of management consultants.
Let us return to a system where health care is planned for a given population by, for instance, a health authority in which all parts of the NHS are represented. This would ensure an integrated approach and would restore professionalism, pride, and satisfaction in working in the NHS, which have all been reduced by the demeaning market approach. By all means, let health providers compete and be rewarded for providing an excellent and efficient service. By stacking the deck with the keywords and search phrases chosen, the researchers found a plethora of websites and information resources on methods of suicide. Their results would probably have been very different had they taken a less biased approach and typed in queries such as "suicide support group", "suicide help", "suicide crisis", or "suicide prevention". When I did a search using "suicide" (the keyword used by most people), the top 10 sites contained no pro-suicide websites.
The researchers made a conscious decision to focus on suicide methods and, as would be expected, found many websites with such information. Even an informational resource might briefly mention such methods to inform and describe what the act of suicide encompasses (but this would not make such a resource a pro-suicide site).
The study was designed to emphasise the negative aspects and did not mention that support websites greatly outnumber prosuicide websites.
The study paints a pessimistic, biased, and bleak picture of the internet and the suicide resources it offers. Although this picture may be true for a small subset of suicidal keywords and letters search phrases, it is not an accurate portrayal of the internet's greater collection of suicidal resources, organisations, and support websites. This guidance is currently being reviewed, but the introduction of non-invasive prenatal diagnosis is not being dealt with. We represent the socioeconomic group of the SAFE Network of Excellence funded by the European Commission to inform the implementation of non-invasive prenatal diagnosis tests. 4 We have been investigating fetal RHD genotyping using international data on the diagnostic accuracy of non-invasive prenatal tests.
5 Unlike previous developments in the care of RhD negative women, the clinical and economic advantages are unclear.
Several important questions need to be answered before implementing non-invasive prenatal diagnosis: (1) Is mass testing based on it clinically advantageous, given the current system is so effective at preventing alloimmunisation and adverse fetal outcomes? (2) Can cost and supply of anti-D alone provide a rationale for its introduction, and how should missed cases be taken into account? (3) Can its implementation be viewed as a simple extension of current routine antenatal anti-D prophylaxis programmes with measurable efficiency gain? (4) Can universal adoption be recommended for all population based EU prenatal health systems?
We are looking at these questions for three European countries, with the aim of providing information to support appropriate implementation of non-invasive detection of fetal RHD status. Our future work will also help inform difficult decisions on non-invasive prenatal diagnosis in other areas such as Down's syndrome testing. 
radiCal muslim doCtors
Sweeping misrepresentation will fuel fear and prejudice
Al-Alawi and Schwartz suggest that many of the world's Muslim doctors are followers of a fundamentalist and radicalised Islam. 1 I find this an offensive and sweeping misrepresentation that will fuel fear and prejudice.
The authors' views are clouded by the idea of an "intra-Islamic 'jihad' to impose an ultramilitant outlook on more than a billion Sunni Muslims across the globe." They state that radicalisation of elite professionals is more the product of conflict within Islam itself than of social conditions in Britain. This completely disregards other factors, such as the important role of foreign policy on radicalisation.
As an example of "the role of Muslim doctors in taking extremist ideology to the masses," the authors cite the Islamic Code of Medical Ethics, which states that "The physician should be in possession of a threshold knowledge of jurisprudence, worship and essentials of Islamic religious law, enabling him to give counsel to patients seeking guidance about health and body condition with a bearing on the rites of worship." To me this is an example of the interface between faith and health and trying to deliver holistic and religiously/culturally sensitive health care. Doctors, Muslim and non-Muslim, can improve the experience of health care for Muslim patients if they have the knowledge to advise on matters relating to health and worship-for example, managing the Ramadan fast.
I believe the doctors who allegedly were involved in last year's bombing attempts in London and Glasgow represent a disturbing freak phenomenon and are worlds apart from the thousands of hard working and humane Muslim doctors who contribute so much to the NHS on a daily basis. pure speculation is dangerous
The title of Al-Alawi and Schwartz's article suggests there is a "problem" with Muslim doctors working in the NHS.
